Abstract: Dermatofibroma is a benign fibrohistiocytic tumor, common and easily diagnosed when classical clinicopathologic features are present. The atrophic variant of dermatofibroma is of uncertain origin. This lesion is characterized clinically by a flat or atrophic and depressible surface. Histopathological features show reduction of the thickness of the dermis and elastic fibers. We report a typical case of this uncommon and probably underdiagnosed variant. Keywords: Histiocytoma, benign fibrous; Histiocytoma, malignant fibrous; Skin diseases Resumo: O dermatofibroma é um tumor fibrohistiocitário benigno, comum e facilmente diagnosticado quando apresenta os achados clinicopatológicos clássicos. O dermatofibroma atrófico é uma variante específica do dermatofibroma, de origem ainda incerta. Esta é caracterizada clinicamente por lesão plana ou atrófica, depressível à compressão. Ao exame histopatológico, observa-se redução da espessura da derme e redução das fibras elásti-cas. Relatamos um caso típico desta variante incomum e provavelmente subdiagnosticada.
INTRODUCTION
Dermatofibroma is a lesion often found in dermatological practice. It manifests as firm, hyperchromic and asymptomatic papules. Its most common location is the lower limbs. Compression of both sides presents the dimple sign, being the only pigmented lesion that is of diagnostic palpation relevance. The atrophic dermatofibroma is a variant of dermatofibroma, clinically characterized by an atrophic and depressed lesion. Histopathology reveals dermis thickness reduction by 50% in relation to the adjacent dermis. We report a typical case of atrophic dermatofibroma, an uncommon and probably underdiagnosed variant of a frequent lesion. Our aim was to be fully aware of this diagnosis when evaluating atrophic lesions. 
CASE REPORT
Female, 57 years-old, had brown spots located on her left flank. Clinically well-defined, of firm consistency, atrophic surface measuring 3x2 cm, initially noticed about 10 years ago (Figure 1 ). She complained of mild itching in the area. She denied previous trauma or injection. On examination, a central depression was shown after compression of both sides of the lesion.
After excision of the lesion, the histopathological examination with hematoxylin and eosin revealed epidermal hyperplasia and, in the center of the lesion, a slight epidermal atrophy. In the dermis, there was a proliferation of spindle cells in storiform arrangement with central retraction of the dermis (Figure 2 ). Orceine staining revealed the absence of elastic fibers in the middle of the proliferation ( Figure 3 ). The immunohistochemical evaluating was positive for XIIIa factor and negative for CD34, confirming the diagnosis of dermatofibroma in its atrophic variety (Figures 4 and 5) .
DISCUSSION
Dermatofibromas are manifested clinically by firm, hyperchromic, asymptomatic, elevated or flat papules, measuring from a few millimeters to 1-2 cm in diameter and compressible on palpation. Single lesions are most commonly found, but it is not uncommon to find between two and five lesions in the same patient. The most often site involved is the lower limbs, particularly the legs.
1 Women are more affected, in the proportion of 5:1, in the 20-50 years age range.
2
Dermoscopy is an important tool in the evaluation of pigmented lesions and for defining diagnosis in typical cases. In dermatofibromas, there is a central plate and a fine, regular and pigmented network on the perifery, which classifies it as a non-melanocytic lesion. Dermatofibromas present some variants according to their clinical presentation.
2 Atrophic dermatofibromas represent approximately 2% and are clinically presented as oval, flat or atrophic plates, which become depressed by manual compression. This variant occurs especially in the upper portion of the womens´ trunks (a ratio of 10:1). The average age of onset is 49.7 years.
2,4
Page and Assaad published the first case report of atrophic dermatofibroma in 1987. 5 Ackerman reported in 1997 that dermatofibroma resulted from trauma, causing three stages of inflammatory response: granulation tissue, granulomatous inflammation and fibrosis, this latter being responsible for this variant.
6 However, the etiology remains unclear. Subsequently, Kiyohara et al. reported a typical case of atrophic dermatofibroma which proved to be elastophagocytosis of the collagen fibers, a possible cause of this variant. 7 In 2003, Capt proposed that inhibition of platelet-derived growth factor beta (PDGFB) receptor could be the cause of the atrophy, resulting in alteration of the composition of the stroma. 8 Histopathologically, this disorder presents as a reduction of at least 50% of the thickness of the dermis relative to the adjacent dermis 7,9 Specific staining for elastic fibers, such as van Gieson or Orcein, reveals a reduction or abolition of these. 4, 7 Immunohistochemical examination reveals positivity for factor XIIIa and negative for CD34, the opposite of what is observed in dermatofibrosarcoma protuberans in its atrophic variety. The other findings are similar to those of typical dermatofibromas. 2, 4, 10, 11 Clinical differential diagnoses include atrophic dermatofibrosarcoma protuberans, anetodermia, atrophic scarring, sclerodermiform epitelioma, morphea, atrophodermia and localized lipoatrophy. 2, 4, 10, 11 Given that atrophic dermatofibroma is a frequently misdiagnosed variant of a common tumor, we emphasize the importance of considering this diagnosis if atrophic or sclerotic lesions are seen, especially in the upper portion of the trunk of middle-aged women.
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